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Components of  
Neurological Assessment 
  Level Of Consciousness(LOC) 
  Pain Assessment 
  Sedation Level Assessment 
  Cranial Nerves Assessment 
  Mental Status/Cognition 
     (Attention/Concentration, Memory, Affection, Reasoning ) 
Components of  
Neurological Assessment 
 Intracranial Pressure (ICP) Measurement 
 Jugular Vein Oximetry Monitoring 
 Anatomical & Physiological Diagnostic tests: 
     * TCD: Transcranial Doppler Ultrasonography 
     * CT Scan, MRI, LP, EEG 
     * Nerve Conduction Study(NCS) & EMG 
     * Intracranial Angiography 
Level of  Consciousness 
 
The most important 
 aspect of   
 
any neurological assessment 
Level of Consciousness 
  Consciousness 
  Confusion 
  Delirium 
  Obtundation 
  Stupor 
  Coma 
  Vegetative State 
  Akinetic Mutism 
  Locked-in State  
    Evidences\Definitions of impaired Consciousness.docx 
  Alertness 
  Fully Awakeness 
  Confusion/Lethargy 
  Obtundation 
  Stuporous 
  Coma 
  Deep Coma 
Level of Consciousness 
GCS 
  
  Eye Opening 
 
  Motor Response 
 
  Verbal Response 
 
                   3 – 15    
FOUR Scale 
  Eye Response 
 
  Motor Response 
 
  Brain Stem Reflexes 
 
  Respiration  
 
                        0 – 16  



W 
Word to 
describe pain 
I 
Intensity 
L 
Location 
D 
Duration 
A 
Aggravating/Alleviating  
Factors 
PAIN   INDICATORS 
Physiologic: 
  Tachycardia 
  Hypotension 
  Decrease respiratory effort 
  decrease gastric emptying 
  urinary retention 
  Impaired wound healing 
  Increase muscle 
breakdown 
  Muscle spasm 
Behavioral: 
 Agitation&Restlessness 
 Grimacing 
 Crying  
 Grasping 
 Rubbing 
 Furrowed brow 
 Clenched teeth 
 Tightened lips 
Pain  Assessment  Tools  
 NRS: Numerical Rating Scale (0-10) 
 GRS: Graphing Rating Scale 
 VAS: Visual Analog Scale  
         (10 Cm line from No Pain to Maximal Pain) 
 VRS: Verbal Rating Scale 
        (No pain,Mild pain,Moderate pain,Severe pain,Unbearable pain) 
 Behavioral Observational Pain Rating Scale       
        {(FLACC:Face,Legs,Activity,Cry,Consolability), BPS}  
Evidences\Observational pain scales in ICU 2013.pdf 
 




Sedation In Intensive Care Units 
Sedation in critically ill patients to ensure: 
Patient comfort 
Reduce anxiety 
Facilitate treatments and interventions 





Central Nervous System 
(Rapid Neuroassessment) 
  Level of Conciousness(LOC): GCS 
  Motor movement(all extrimities): 
  Eyes Movement(Doll’s eye,Bells  
reflex,Occulovestibular reflex) 
  Pupils:diameter,symmetry,direct and 
consensual reactions) 
  Respiratory Pattern 
  Vital Sign 
Lateralization 

Oculovestibular Response 
(Caloric Test) 
Cranial Nerves 
28 
ICP 
Monitoring 



Monitoring Accuracy: 
Keep all connections and tubing secure 
Maintaining the transducer at the same level 
of Monro Foramen or ear level  
Turn off before repositioning the patient 
(zeroing/calibrating whenever the patient’s 
position is altered) 
No air bubble in transducer and tubing  
Prevent  tubing blockage and obstruction 
MAP(Systemic/Brain) 
(70 – 90 mmhg) 
ICP 
{0 - 15 mmhg(in supine position)} 
CPP(Cerebral Perfusion Pressure) 
> 60 mmhg 

Brain Oxygen Monitoring 
 Local Brain Tissue Oxygen Partial pressure by 
intracerebral catheter(in white matter) 
      PbtO2:25-35 mmhg 
 
Regional Cerebral Tissue Oximetry(Cerebral Oxygen 
Saturation) 
    SctO2: 60-80% 
 
Global Cerebral Oxygen Delivery by Intrajugular 
catheter 
     SjO2:55% - 70% 
 

Regional Cerebral Tissue Oximetry 
(Cerebral Oxygen Saturation) 
    SctO2: 60-80% 



